
My Medication-related Action Plan

Patient:

Doctor (Phone):

Pharmacy/Pharmacist (Phone):

Date Prepared:

The list below has important Action Steps to help you get the most from your medications.  
Follow the checklist to help you work with your pharmacist and doctor to manage your medications 

AND make notes of your actions next to each item on your list.

Action Steps What I need to do…	 Notes  What I did and when I did it…

   My Next Appointment with My Pharmacist is on:__________________(date) at __________   AM   PM
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This sample Medication-Related Action Plan (MAP) is provided only for general informational purposes and does not consti-
tute professional health care advice or treatment.  The patient (or other user) should not, under any circumstances, solely rely on, 
or act on the basis of, the MAP or the information therein.  If he or she does so, then he or she does so at his or her own risk.  While in-
tended to serve as a communication aid between patient (or other user) and health care provider, the MAP is not a substitute for obtaining  
professional healthcare advice or treatment. This MAP may not be appropriate for all patients (or other users).  The National  
Association of Chain Drug Stores Foundation and the American Pharmacists Association assume no responsibility for the accuracy, currentness, 
or completeness of any information provided or recorded herein.
 
APhA and the NACDS Foundation encourage the use of this document in a manner and form that serves the individual needs of practitioners. 
All reproductions, including modified forms, should include the following statement: “This form is based on forms developed by the American 
Pharmacists Association and the National Association of Chain Drug Stores Foundation. Reproduced with permission from APhA and NACDS 
Foundation.”


